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BRIEF CLINICAL REPORTIntraoperative occlusion of left coronary ostium after aortic repair
detected by transesophageal echocardiographyKazumasa Orihashi, MD, Taiichi Takasaki, MD, Masamichi Ozawa, MD, and Taijiro Sueda, MD,
Hiroshima, JapanIn the surgical treatment of acute aortic dissection, new on-
set of malperfusion in one or more of the vital organs is not
uncommon. Such events are often unpredictable, but they
necessitate immediate decision making.1,2 We report
a case involving sudden occlusion of the left coronary
artery ostia diagnosed with intraoperative transesophageal
echocardiography (TEE) after uneventful weaning from
cardiopulmonary bypass. We also discuss intraoperative
strategies.CLINICAL SUMMARY
A 60-year-old male patient underwent aortic repair for
acute type A dissection complicated with pericardial tam-
ponade. TEE after induction of anesthesia showed the fol-
lowing: (1) aortic dissection in the ascending to abdominal
aorta, (2) left ventricular hypertrophy without asynergy,
(3) pericardial fluid, (4) competent aortic valve, and (5)FIGURE 1. Transesophageal echocardiograms showing intact coronary arterie
in the noncoronary sinus of Valsalva when the patient was hypotensive.
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A and B). Under circulatory arrest (25C) and selective
cerebral perfusion, the ascending aorta was replaced
with a 22-mm vascular graft after the aortic stump was re-
inforced with a pair of felt strips. The TEE assessment af-
ter weaning from bypass showed no unusual findings
(Figure 1, C).
Before chest closure, however, systemic blood pressure
suddenly dropped to 30 mm Hg. TEE revealed akinesis in
the anterior to posterior left ventricular wall. Blood flow
was undetectable in the left coronary artery, and localized
dissection was found in the noncoronary and left coronary
sinuses of Valsalva (Figure 1, D). We connected the patient
to cardiopulmonary bypass and anastomosed a saphenous
vein graft to the left anterior descending artery for selective
perfusion. Because retrograde dissection from the proximal
anastomosis of the aorta was likely responsible, we decided
to repair the sinus of Valsalva. On aortotomy, the wall of the
sinus of Valsalva was seen to be bulging, but the left coro-
nary ostium was patent without any intimal tearing, and the
cardioplegic solution could be infused without resistance. A
pair of pledgeted 4-0 polypropylene sutures were placed at
the noncoronary and left coronary sinuses of Valsalva
(Figure 2, A).
The patient was weaned from bypass without difficulty.
TEE demonstrated the following: (1) detectable blood
flow in the left coronary artery, (2) restored ventricular con-
traction without asynergy, (3) no aortic regurgitation, ands and sinus of Valsalva (A, B) and after aortic repair (C). D, New dissection
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FIGURE 2. Illustration of repair on the sinus of Valsalva (A) and transesophageal echocardiograms showing aortic root (B, C) and blood flow in the left
anterior descending artery after repair (D).
Brief Clinical Report(4) flattened false lumen in the wall of the sinus of Valsalva
(Figure 2, B–D). Postoperative course was uneventful, and
computed tomography showed patent coronary ostium
and saphenous vein graft.
DISCUSSION
This event was probably caused by new dissection that
originated from the aortic anastomosis site, extended retro-
gradely, and collapsed the lumen of the coronary ostium.
While such an event is unpredictable, it necessitates imme-
diate diagnosis and appropriate treatment without delay. In
such a situation, TEE can be helpful for making a diagnosis
by assessing the coronary arteries, including the left anterior
descending and left circumflex arteries.3
Impaired left ventricular contraction indicated malperfu-
sion in the left coronary artery, and we immediately revas-
cularized the left anterior descending coronary artery and
selectively perfused it to minimize the ischemic time. Cor-
onary revascularization did not solve the problem in thee206 The Journal of Thoracic and Cardiovascular Sursinus of Valsalva, however, and a risk of extension of dissec-
tion to the right coronary artery and/or aortic annulus re-
mained. We therefore decided to add a repair on the sinus
of Valsalva. Subsequent TEE assessment confirmed the ad-
equacy of the measures taken.
Although such unpredictable events can occur, the cur-
rent case demonstrates the utility of intraoperative diagnos-
tic imaging, which facilitates appropriate decision making
as well as subsequent evaluation of the echocardiographi-
cally based strategy.References
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